








Purpose - This study explored residents’ and staff’s experiences with new restaurant-style meal provision in four residential care homes in Norfolk, England.

Design/methodology/approach - Meal and drink provision were observed over a full day in each home and unstructured individual interviews with 16 residents and 32 staff recorded and transcribed.  Content analysis was used to discover and explore main themes.

Findings - Although older care home residents enjoyed the restaurant experience, they valued stable table companions more highly than flexibility. Residents appreciated attractive surroundings, good food and their ability to make choices, but in some circumstances and for frailer residents, choice was more limited with care staff making some decisions. While the central restaurant was valued for the main meal some residents indicated they preferred smaller ‘family-type’ dining for other meals.  Care staff sometimes found the negotiation of their waitressing and caring roles difficult . Available space and the dining-room’s location also contributed to the comparative success of the restaurant-style provision.

Research implications - Residents valued the restaurant experience with attractive food, surroundings and the ethos of being served at lunch time, but other residents or the same residents at other meals, valued cosier stable family-type dining more highly.  Staff were also torn between service roles implied by restaurant settings and supporting residents to remain independent in the domestic model.  
Practical implications - When planning new eating facilities thought needs to be given to ensuring both restaurant and family-type food provision are available, and staff roles in these settings discussed and negotiated.

Originality/value - The research provides insights into residents’ and staff’s experiences of new dining-facilities.
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Residential care may be seen as a last resort for older people whose often complex needs cannot be met in their own homes. The institutional character of care homes, however, is widely recognized as not fully meeting older people’s needs and often providing a comparatively poor quality of life (Timonen & O’Dwyer 2009).
As a result some care providers have attempted to enhance the services they offer to older people in residential homes. Dining facilities are a particular area of concern, as numerous studies indicate that malnutrition and dehydration are still prevalent in care homes (e.g. Salietti et al 2000, Grieger & Nowson 2007, Kenkmann et al 2010, Woo et al 2005, Holben et al 1999, Beck & Oversen 2002), even though there is some evidence for gradual improvement (Kofod & Birkemose 2005). However, it is not only the medical implications that suggest a rethink of the dining provision, but as Mozley et al (2004, p.66) suggest, for many eating is one of the key activities in a day otherwise often spent inactive and dozing.
There is no consensus amongst experts about ideal dining facilities in care homes (Choa et al 2008). Whereas in other intervention studies the dining ambience was changed to more family-style meals (Nijs et al 2006, Mathey et al 2001) or was primarily concerned with an improved quality of nutritional intake (Hewitt et al 2007), the idea behind the intervention evaluated in this study was to reduce the “institutionalised feel” by providing a wider range of choices, better and more flexible access to food and drinks for residents and an improved atmosphere at meal times. These aims reflect findings on older people’s views on what constitutes quality of care. Raynes (2000) found that the provision of good food, the choices available, the flexibility of mealtimes and independent access to drinks were top priorities for older people. Kane and Kane (2001) argue that older people value control and choice in long-term care.
The creation of restaurant-style facilities, and thus a less institutional dining environment, also meant that residents could be more flexible and confident in asking their families and friends to join them at meal times, and thus widen the possible scope for interactions with relatives and other outsiders. Research indicates that relationships are key to resident’s well-being in long term care (Guse & Maesesar 1999, Kane & Kane 2001, Raynes 2000); this includes not only personal relationships with family and friends, but also with staff and other residents. Sidenvall et al (1994) point out how older people can be affected by a lack of communication at the table or what they consider to be inappropriate table manners of others; Curle and Keller (2010) reveal how emotional as well practical support are part of dining relationships. The idea of the restaurant was also that residents could choose with whom they would like to sit, sit for longer after the meal and chat, and thus expand their circle of friends (Snyder and Fjellstrom 2005). Wright et al (2006) suggest that communal eating can potentially have a positive impact on nutritional intake. The hope was also that the care staff would be less able to shape and determine what Sidenvall (2001) calls ‘ritualized practices’, where rigid routines affect the dining experience.
Food can also lead to reminiscence for older people (Evans et al 2005), reminding them of how they dealt with food and cared for others in the past (Crogan et al 2004). Cassolato et al (2010) argue that eating in a restaurant environment stimulates cognitive functioning and enables family and friends to have ‘focused together time’. Well-presented meals and a relaxing, friendly dining atmosphere can thus contribute to a wide range of positive experiences that go well beyond nutritional intake.
The aim of the study was to describe and understand the lived experiences of the new restaurant-style provision of residents and also of care, kitchen and managerial staff in four homes where such a provision had been introduced. 

The ‘restaurants’ in the study care homes
Whereas the restaurants in the Swedish care centres discussed in the study by Snyder and Fjellstrom (2005) were run by external contractors, the restaurants here were an integral part of four medium-sized (around 35 residents) local authority care homes in Norfolk, UK.  Kitchen staff were employed by a separate company holding the contract for all the Norfolk County Council Care homes, while care and managerial staff were employed directly by Norfolk County Council. Three homes were general residential homes, one of which was not registered for permanent wheelchair users. The remaining home specialized in dementia care. In all four homes at least two thirds of the residents could move independently with a walking stick or frame, and no resident was nursed in bed permanently. Residents recruited for this study from the home specialized in dementia care were on average slightly younger (mean age 84.9) than those in the other homes (mean ages 88.9, 86.3 and 89.9)
Two homes were located in larger towns and two in small rural market towns. None of the homes had shops, pubs or restaurants within immediate reach of the residents, who therefore all depended on the food provided in the home or that brought by family and friends.
The new catering provision had been introduced in all four homes at least seven months prior to data collection. The costs of implementing the new dining-facilities were assessed in detail by the Norfolk County Council accounting department, so that the Council decided to evaluate the impact of these changes before similar provisions were installed in further homes. Data on the capital and ongoing costs of the changes are not available for public dissemination, but capital costs included installation of the bain-maries, shutters, cooling cabinet, replumbing of water sources to install drinks machines, purchasing of new china, table cloths and tabards for staff, as well as making the dining areas more attractive with pictures, flowers and sometimes new curtains or carpets.  Ongoing costs included some increases in staffing hours to cover the increased need for kitchen staff and carers in the dining area over longer mealtimes as well as smaller items such as the costs of menu cards for tables to be reprinted each time the menu changed. The changes were instigated by senior management with some consultation with residents and staff. Care staff were responsible for serving meals as well as supporting residents during meal times, although self-service facilities were available.
The main features of the new provision were:
	a bain-marie similar to those used in self-service restaurants that allowed residents to see and smell food before it was served, with shutters for when the restaurant was closed (previously food had been served from a hatch or a food trolley)
	extended opening hours (one and a half hours at all meal times) to provide flexibility in meal times (residents all used to eat at the same specified time)
	a wider range of choices, including a vegetarian option and a hot option at all meals (previously residents had three options for lunch, but had to make their choices the day before, with no regular hot option or soup for their evening meal, nor a cooked breakfast)
	a less crowded dining-room (tables were removed to provide a more relaxed atmosphere - this meant there were no longer enough seats for all residents to eat at the same time, but the extended opening hours meant residents could eat at different times)
	a display table, where cold food was displayed at meal times for residents to help themselves, if they wished
	a newly decorated dining-room with new crockery and an increased emphasis on the presentation of food on plates
	the tables were enhanced with table cloths and a flower display (table mats continued to be used in the home that specialized in dementia care)
	a drinks machine, cooling cabinet and permanent biscuit display in the dining room, allowing residents and visitors independent access to drinks and snacks at any time during the day or night (previously drinks and biscuits were only distributed on trolleys at fixed times)
	menus were placed on the tables for residents to read
	smart tabards were available for care staff to wear while serving, and to distinguish their restaurant roles from their caring roles
	the restaurant was now the only dining area used (previously some homes had served food for some residents in smaller rooms around the home, meaning that some residents rarely met), 
The size of the dining-room varied slightly in the four homes, but all contained five to six tables (each seating four). The home specialized in dementia care had the largest dining room with plenty of space between the five tables. The three other homes had less space available. In one home the display table was positioned lengthwise and thus easy to see for all residents, but in the other homes it was ‘squashed’ in the corner. The colour schemes, table cloths, pictures on the walls, curtains and furniture varied in the four homes, but all homes had clearly worked hard to beautify their dining-areas.

Research methods
This qualitative research followed-on from a quantitative assessment of the health effects of the new provision (Kenkmann et al 2010). A wide range of data on health indicators were compared in three homes which had introduced the new dining environment with three control homes (which introduced the changes a year later).  The effects of the intervention on residents’ health (despite an “almost statistically significant” relative reduction in falls rate) were inconclusive, partly due to problems with routine data collection and loss to follow up. Although the original study contained questionnaire data indicating that residents valued the new provision, it was felt that the quantitative data could not provide sufficient description and understanding of how residents and staff experienced the new facilities.
Non-participant observations and individual interviews, which were recorded and transcribed, were used to collect qualitative data. In all four homes the provision of meals and drinks was observed over a full day, from before lunch on the first day to after lunch on the second day, so that lunch as the main meal was observed twice. There were no observations at night-time, thus any food and drink provision from 9pm till 7am is not included in the study.
Five or six residents from each home had given informed consent to being observed and interviewed (in the dementia home relatives had given consent apart from the one resident who did not have dementia, who gave his own informed consent). All residents who participated in the study had also taken part in the original quantitative study so had experienced the old system and the changes, which had taken place in the homes 7, 8, 15 and 20 months prior to collection of qualitative data. Two of the homes included in the qualitative research were control homes in the original quantitative study, and made changes in provision a year after the intervention homes.  The homes had changed over one by one as council staff were available to make the structural improvements, resulting in the varying time since changeover at qualitative data collection. The quantitative study included six homes, two homes could not be included in the qualitative research due to time constraints. Time constraints also made it impossible to include qualitative exploration of relatives’ experiences. 
Staff were informed about the study and managerial staff in all homes supported the research, as the research project was funded by the local authority that ran all homes. Participation was voluntary and residents and staff were guaranteed confidentiality, this however, did not have any apparent impact on participants’ willingness to share their views freely.
Sampling of residents aimed to include at least one resident with BMI<20 and one with BMI>30 from each home. In total 16 residents were interviewed. The staff sample was a convenience sample (including two care workers who had not experienced the previous system), depending on who was working on the days the interviewer was present in the home, time available and provision of informed consent. In all four homes seven to nine staff members were interviewed including at least one member of kitchen and one of managerial staff. In total 32 staff members participated in interviews.
As the main research focus was to evaluate the new meal provision in terms of residents’ and staff’s experiences, all interviews were unstructured, allowing participants to share important and significant experiences. However, as all interviews and observations were conducted by the first author of this article, a natural overlap of themes and questions occurred. The interviews varied in length between 5 and 45 minutes. The data were analyzed using content analysis. The main themes that emerged from the analysis of the interviews and the observations were those used as subheadings in this paper.
In addition to the qualitative data collection, a short questionnaire on changes in workload and job satisfaction was distributed amongst all staff.  

The tension between “restaurant” and “home”
For most frail older people eating in a restaurant and eating at home are two very different experiences. The former might be done on special occasions with visitors, friends and family, often to celebrate or as a treat. Although eating at home can have a celebratory character (on special occasions and when guests are invited) it most often has an informal character in familiar surroundings. The restaurant within the care ‘home’ may be a contradiction in terms. Experts have debated the importance of homely qualities for eating places in care homes (stressing family-sized dining areas that are comfortable and relaxed) compared with restaurant type facilities (with small tables, low noise levels, subdued lighting and an emphasis on aesthetics and social interaction) (Chao et al 2007).
This tension between the two different concepts, restaurant and home eating, and the advantages and disadvantages of both surfaced in a number of comments from both residents and staff. The restaurant experience was clearly appreciated by many of the residents and, judging from some resident’s comments.
“It was just an ordinary place[....]I think the dining-room is now a beautiful place. “ (Wendy​[1]​, resident)
“It was all so bare before, it was bare before.[...] It’s lovely, all round it’s lovely.” (Olivia, resident)
“the food is much better and presented better” (Dora, resident)
“They think it’s lovely, yeah. My son-in-law, he says, he thinks he’s going to book in here. He likes it so much.” (Mary, resident)
The opportunity to invite family to dine with them was also appreciated by some residents, and the standard was seen as sufficiently high.
“They come once a month and then they stay for dinner.[...] They have been very fussy, but they think I’m well catered for.” (Christine, resident)
However, in another home, visitors were discouraged from using the restaurant.
“We have two sitting-rooms at the bottom end, so what we do we lay the table up down there so they can be all private.[..] So we try to discourage families coming in and sitting at the table [...] because some of them do dribble and it’s not nice, is it?” (Claire, managerial staff)
The comment here suggest that the restaurant within the home is different from a restaurant in the community as the residents’ physical and emotional needs are likely to remind us of the care home setting. Yet as Sidenvall et al (1994) point out the residents’ and staff’s perceptions can differ at times. The only negative comment about other residents’ table manners was made by Harold who lives in a home specialized in dementia care (he was the single resident without dementia in this home):
“She was at my table, where I used to eat, she started crying. I said, ‘What’s up with you?’- There’s no tears, but she started crying all the time and that Thai, that Chinese woman, when she coughs, she can’t half cough! Sticks her tongue right out and coughs all over the table, you know, so I like to get in and out now.”
Harold therefore had all meals apart from breakfast by himself in a separate area. His comments make it clear that in the home specialized in dementia, the ‘restaurant atmosphere’ is considerably diminished.
In cases where residents had previously dined in smaller settings they saw advantages of both systems. They enjoyed coming to the restaurant and it was clearly also a place to meet friends and have a chat. In one of the homes residents arrived up to 40 minutes early to ensure they would get the seat they wanted, but waiting was not seen as a problem, but as part of the ‘restaurant’ experience, i.e. one can chat to friends and with the comings and goings there was more to observe than in their rooms or in the lounge. One member of care staff also commented:
“They think more for themselves now, as they are so keen to get here first, they’re getting themselves up and down here.” (Bridget, care staff)
However, the change of dining location for some residents also meant they had a longer journey to the dining-room. On the one hand that added to the restaurant experience as it meant they left their familiar surroundings, but they sometimes resented the distance, as resident Mary comments: “Yeah that is getting a bit much, at 100 years old. My legs aren’t so good as they used to be”.
While residents felt very positive about the decor and the being-in-a-restaurant experience, resident Fred indicated that the previous smaller settings were ‘more intimate’ and provided a more relaxed atmosphere. Resident Brenda thought the new dining-room was ‘a little crowded’ which made it more difficult for her to hear. As the comments of these residents show, the ideal would be the best of both worlds:
“But I like the room really[ i.e. the big restaurant dining room]....We used to go to a smaller dining-room[... ]And we liked that better. We did like that better[....]” (Mary, resident)
“Well, lunchtime you don’t mind [i.e. going to the restaurant], because you’ve got all day. But during the evening I think that would be nice [i.e. eating in the smaller room close by]” (Christine, resident)
As a result some residents stayed in their rooms for their evening meal. This was resented by some care staff as it meant an increase in their work load, as they had to deliver trays.
The observations made it clear that the architecture of the home contributed significantly to the success of the restaurant. In the dementia home the dining-room was very centrally located and bigger than in the other homes. This meant not only was the distance from the lounge areas for many residents less than 10m (in two of the other homes this could be up to three times as long), but also that there was plenty of space between tables to manoeuvre wheelchairs, and arguments or disruptions at one table would not affect residents at other tables. Where the dining-room was small there was a busier and more crowded atmosphere. Where the dining-room was centrally-located and close to other seating areas, residents who entered the dining-room when it was full could easily return to comfortable seats elsewhere. However, in one of the homes a long, narrow corridor led to the dining-room, thus when the dining-room was full residents had the choice between making their way back or waiting in the corridor. It was this home where residents came very early to ensure a seat in the ‘first sitting’.
Another reason for the pressure on the first ‘sitting’ was some residents’ belief that the food was better and hotter. This indicates that residents did not have total faith in the professionalism of the restaurant service, i.e. that it would provide the same standard at all times. More research would be needed to evaluate whether these concerns were reflecting reality. According to interviewed kitchen staff they rarely ran out of specific choices.

Serving and being served 
All interviewed residents were positive about the quality and a variety of the food served, although some residents were not fully aware that their choices had increased. As resident Graham commented: ‘I wouldn’t say it was a colossal change.’ At the time of the study Dora was the only resident out of all the residents in the four homes who was a vegetarian and benefited from the inclusion of a vegetarian option. Dora’s response to the new vegetarian option was very positive, she points out: ‘before they altered the kitchen [...] I used to just have vegetables’.
The new choices available were also more ‘modern’ and included options like pizza and pasta bake. Staff were divided on the benefits on the inclusion of modern food, whereas some felt older people were not overly keen on such items, care assistant Betty argued ‘it’s more modern the food, because now our elderly are getting more modern’. 
Only one resident was observed making use of the self-service facilities at the bain-marie, others said their walking frames hindered them. The lack of space would have probably resulted in a very chaotic situation if more residents chose to queue at the bain-marie. However, there were also perceptions that it was not the residents’ job to get their own food. Resident Quentin said when asked whether he helped himself to food, “I could if I wanted to, but that’s their job I always think.” The restaurant was predominantly thus used as a restaurant with table service where care staff took roles as waiters and waitresses. Some residents like Brenda felt it was inappropriate to ‘go and help themselves’: 
“I can’t go and help myself, to me, I don’t know, I think to myself, you see somebody doing that, ‘Cor! You’ve got a cheek! Why don’t you ask somebody?’” (Brenda, resident)
Other residents like Wendy took little interest in seeing the food beforehand: 
Wendy:	 [...] I just eat whatever, you know, they put in front of me.
Interviewer:	You’re quite happy with that?
Wendy:	Yeah.

Thus display and self-service features of the restaurant such as the cooling cabinet, the display table and the drinks machine were mostly ignored by residents. However, they facilitated the provision of food and drink by staff between meal times.
Although care staff accepted that their jobs included a number of different tasks, some felt uncomfortable with the greater emphasis on serving food.
“One meal seems to almost run into the next. The girls laugh and say we might as well work at McDonalds.”  (Tanya, care worker)
The waiting service which care workers provided varied considerably depending on how hectic/relaxed the atmosphere was, the different homes and the approach of individual carers. In one home a carer took orders by writing them down, and carers often went through the menu with residents. Some residents had already discussed the lunch menu at breakfast (as the menus were out already) and had decided what they wanted. There were also residents like Wendy who was blind who simply allowed the carers to make choices for them. Resident Olive usually made her own choices but she was happy to take advice from carers.
Olive:	–well they, if I’ve been sick they’ll say, “You only want a dry piece of toast and a cup of tea?” That’s all they say and they’re very good like that, very, very good.
Interviewer:	So they give you some advice what is best?
Olive:		Oh yes they do. They do indeed.
Interviewer:	So you’re quite trusting to staff that they know what they do?
Olive:		I do indeed.

In one home, carers allocated themselves to a number of tables, which was more effective than in other homes, where orders were duplicated and residents were often asked whether they wanted anything else several times. If too many carers tried to serve at the same time this could also increase the noise level, as carers started talking to each other. If not enough staff were serving this could lead to orders being shouted across the room to the kitchen.
The quality of service deteriorated when carers were under stress. In one home only one carer was available to serve breakfast and as a result a tray of porridge bowls was taken round for those who wanted them; residents were no longer individually asked, but choices were - wherever possible - predicted. Change to restaurant-style provision increased the work load for care workers in the residential homes. As Kirsty, a carer points out:
“And these little things: sugar, jam, butter [these were now provided in portion size sachets and containers]. They can’t undo them. That’s another job we have to stop and do” (Kirsty, care worker)
Kitchen staff laid the table before meal times, however, when residents arrived for the second ‘sitting’, care staff had to clear and wipe the table and then re-lay it, as well as assisting residents in and out of the dining-room and delivering food to those who wished to stay in their rooms. This created situations where residents coming to the second sitting were not offered the same level of service as those in the first sitting. For example, those at second sittings were sometimes not offered a drink.
However, care staff in the home specialized in dementia care felt the new system had reduced their work load. The longer opening hours enabled staff to support residents better and staff thought the atmosphere was calmer as there were fewer people dining at the same time. 
“it’s calmer that way I think, because you don’t have the sort of people sitting here at the same table, for example, who don’t get on together, then we’ve got more room to manoeuvre. We can space them out better and things like that.” (Hannah, care worker in a home specialized on dementia care)
This also echoes findings by Hung and Chaudhury (2011) that an unrushed atmosphere is important for residents with dementia. Unlike in the other homes, they did not spend much time taking orders, but residents were usually visually shown two options (two plates of food).
The care staff in the other homes felt that the residents were often impatient, as carer Natalie said: “They want it there and then and they get shirty with you”.  However, this contradicts residents’ comments when interviewed. No resident indicated that they minded waiting as Fred pointed out; “you just have to wait, sit and wait [..]. There’s 20 people sitting there they can’t be at every table at once.”

Relationships in the dining-room
In the home where there was the greatest pressure on seats, residents entered the restaurant up to 45 minutes early to get ‘their’ seat. In all homes most residents sat in the same seat at all meals. In some cases residents liked certain seats because they had a good view or the chair was against the wall or near the door, but residents also wanted the familiarity of their seats as well as knowing with whom they would sit.
Residents were often observed greeting each other by name and chatting to each other while waiting. As people go to a restaurant with family and friends, the residents also cherished their table companions. As Kathleen said ‘as long as I’m with my friend Pat’. When interviewed residents frequently mentioned the names of their table companions. Tom pointed out that “if you talk a lot with people, you know what they are, who they are then.” Talking to friends was clearly particularly important to residents like Olivia who stayed in their rooms for most of the day.
“I chat to one and chat to another and make them welcome.”  (Olivia)
Being first at a table also meant one could invite others to join them, a symbolic act resembling the invitation to people to share a meal.
“No, different people who I sit with. It’s the ones who come in first. If I like the look of them, I’ll say to them ‘Sit down’” (Olivia, resident)
Thus, residents also showed some flexibility to sit with different people as long as they liked or knew them. Christine who had to sit in a different seat when observed said she didn’t mind, because ‘that was old Patrick’. Knowing a person on the other table clearly provided familiarity and comfort, even though her body language suggested that Christine was not particularly happy with sitting in a different seat. At the next meal Christine also came in especially early to ensure she would get her normal seat.
Whereas some table companionships were actively chosen, there were also those which seemed to be a coincidence. Residents ended up with each other without having an overly friendly relationship.
Interviewer:	So you don’t talk to the residents on your table?
Brenda:	I do dear, but I don’t get no replies from them as a rule! That isn’t only my hearing aid that’s the problem!
Nevertheless, Brenda was grateful that everybody had got ‘their’ seats and preferred to sit with residents whose company she did not enjoy rather than residents changing seats.
There were also residents like Pat who were fairly indifferent to where they sat and what they were eating.
“It doesn’t bother me all that much, I never think about where I’m going to sit. I mean if I have to sit somewhere, it doesn’t bother me, but quite frankly I’ve not had that trouble.”
However table companionships did not only revolve around social interaction, but also involved practical support (Curle & Keller 2010). In all homes, it was common to see residents supporting each other; more able residents would pour drinks for others, alert carers to any problems and give practical advice and guidance to their friends. For resident Susan who used a wheelchair sitting together with a more mobile friend meant she had reliable help available, she felt very positive about the help available from her friend.
“I like to sit with the same people, because they help me with the sugar” (Susan, resident)
The new regime required care staff to develop more professional waitressing skills, and waitress-customer relationships may differ from carer-resident relationships; whereas the former is mostly a superficial task orientated relationship, the latter is often a more emotional and intimate relationship. In a similar provision described by Desai et al (2007) professional waiting staff served meals and thus allowed care staff to interact socially with residents and facilitate mealtimes. Carer Linda described how she previously, when food was served in a smaller setting, monitored residents’ food intake.  The restaurant no longer allowed her to do this. Linda saw her role as caring for residents, rather than providing a professional service. Residents enjoyed communication with staff and appreciated being cared for and as resident Olivia said very explicitly she trusted staff. Thus even when residents were able to read the menu and make independent choices, they did not always do so and allowed staff to present choices and advise them. The interviews suggest that positive staff-resident relations are the main reasons for this, as numerous positive comments about care staff were made by residents. The desire to please staff could possibly be a contributory reason for some residents, but there is no evidence for this in the data.
Although the observations revealed that during hectic times available choices could be withheld from resident, no negative comment was made from residents in respect to this, and residents acknowledged that staff were very busy. Anne, a resident who lost weight in the residential home, suggested that care staff do not have the time to look beyond the serving of food. 
Interviewer:	Do people sometimes encourage you to eat more?
Anne:	No. Sometimes some of the girls do, but not many of them, because they’re busy.

Some residents’ physical and cognitive disabilities also meant they could not take full advantage of the new flexibility and relied on staff’s support and this could result in a feeling of being left out, when such support was not available. Graham, a blind resident talks about his experiences:
“...it’s a pity because people do get up, they just wander off, go in there, I won’t say hours before, but they go in perhaps half an hour before, they’re accepted in there. I sit here until I’m called and when I’m called, they haven’t got room, I’ve got to wait until some people come out. It rather peeves me.”
While some care staff felt their job was to promote residents’ independence, the restaurant with table service was predominantly seen by staff as a place of passive consumption. Carers like Sally tried to encourage residents to be more independent and for example make their own drinks, but without success:
“...even the ones that can, don’t. They just wait for us to do it. We do tell them all the time, “Go and help yourself.”” (Sally, carer)
However, the changes meant residents could actively choose what and when to eat and where to sit, thus even though their physical independence had not increased, there was a wider scope for decision-making in some circumstances. This choice was more limited for frailer residents (those who were blind or with dementia) and when staff time was at a premium. As Goffman (1961) and Foucault (1989, 1977) have shown, one of the main features of institutions are tight schedules and rules imposed from above. Institutions are for Goffman and Foucault systems of control. The new meal provision by offering more flexibility and choice disrupts the system of institutional control. For staff institutional routines however have advantages, such as predictable work load, being seen as experts, control over some decisions (Goffman 1961).  The individual serving style of carers might be linked to how comfortable they were with the disruption of institutional routines, for example withholding choices or encouraging residents’ dependence on their information could be seen as control mechanism, and not merely as efficiency measures in hectic times. However, more in-depth research would be needed to understand this more fully.
There was no indication that staff-staff relationships were affected by the new system. Kitchen staff coped well with the new system, although there was some concern over increased food waste and some items on the menu were seen as unpopular with residents, but the menu was regularly revised and their feedback (as well as that of residents) was taken into consideration. 

Conclusions
The ‘restaurant’ within the care home offers many opportunities as well as some problems. Like others, residents of care homes enjoy the experience of going to a restaurant; sharing food with friends in a positive environment contributes to our quality of life. The feedback from residents to the new provision was very positive.
Although the scope of this study is limited as interviews were often short and relatives’ views were not included, the data nevertheless is surprisingly rich. As in the Sydner and Fjellström (2005) study the restaurant allowed residents to choose from a variety of foods and decide when and with whom to eat. Yet the self-service restaurants described by Sydner and Fjellström were part of care centres where the older people had their own apartments with kitchen facilities. Thus only the main meal was consumed at the restaurant. In addition, there was no table service provided in these establishments, which were managed by private contractors.
The ‘restaurants’ described here are a mixed model; by providing all meals as well as using care staff instead of professional waiting staff the ‘restaurant effect’ is somewhat watered down. Some residents will make their way to the restaurant for the main meal, but would prefer more homely settings closer to their living areas for other meals. The ideal care home thus might be one that would offer the best of both worlds and have a larger restaurant as well as smaller eating units for other meals. However, as residents had the choice to eat in their own rooms, this might be an adequate solution for residents, but at the cost of an increased staff work load.
For restaurants like these to be successful suitable architecture is a key factor. The lack of space prevented more people from making use of self-service facilities or getting up to examine the food on offer. The limited number of seats meant not all residents could choose to eat at the same time. More independent residents made sure to be in the first sitting and get their preferred seats, which could indicate that more vulnerable residents, such as wheelchair users, blind people or people with dementia are marginalized. In the home specialized in dementia care the new system worked better, although the necessary facilitation by staff, as well as some residents’ table manners, reduced the ‘restaurant effect.’
In a ‘proper’ restaurant waiting at table would be done by professional waitresses and waiters rather than care workers. Staff found the mixing of roles confusing and resented the increased work load. However, as costs are likely to prevent the hiring of additional waiting staff in care homes, more effective training of care staff might prevent problems like duplicating orders, shouting across the room and withholding choices from residents. 
The ‘restaurant’ that is not quite a professional restaurant nor a home is not perfect in all respects, but in a sector where abuse still occurs (Cooper et al 2008, Allen et al 2004, Goergen 2001), where the media still report on “unappetising and inadequate” food in care homes (Butterworth 2011 in The Telegraph), and choices are often limited, it is a step in the right direction. Changes like these will contribute to reducing the ‘institutional’ character of care homes for older people by providing more flexibility and choices. However, as long as residents like Graham still feel they need to ‘obey the rules’, and care workers at times control available choices, the full potential of restaurants like these is not achieved.  
Care home residents did appreciate the enhanced dining atmosphere. The new restaurants appeared to increase socializing with other residents and sometimes with family and friends, and the associated changes promoted enjoyment of the variety of food choices and appreciation of the decor and restaurant atmosphere. These dining facilities need to be firmly integrated into a person-centred and resident-led environment and adapted to the individual architecture of a home. For this to happen residents need to be involved into the mechanism of making decisions about changes in food and drink provision, and their reactions to such changes used to guide further improvements. At a time initiatives like the restaurant-style dining provision described here despite its limitations can only be welcome.

Implications for practice
	Restaurant-style dining facilities are appreciated by residents in care homes and can enhance the atmosphere and provide opportunities to socialize. 
	Home-style family-type meal settings are also valued for their continuity and cosiness.
	A combination of restaurant-style and family-type dining facilities in care homes is desirable.
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^1	 All names are changed. Comments are from residents or staff in the homes not specialized in dementia care unless otherwise specified.
